SYNOPSIS In a collection of 11 cases, the benign lymphoepithelial lesion presented clinically in every case as a tumour of a salivary gland. In eight cases the parotid was affected, in two a palatal salivary gland, and in one the submandibular gland was affected. Microscopically the lesion consisted of a mixture of lymphoid and epithelial components and, although the appearances in several cases suggested lymphosarcoma or reticulosarcoma, the arrangement of the epithelial component in characteristic islands (epi-myoepithelial islands) indicated the benign nature of the lesion. In one case incomplete excision of a lesion of the palate was followed by a recurrence that was cured by a radium mould.
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W
The microscopical appearances of the benign lymphoepithelial lesion were identical with those of the salivary lesions of Sjogren's syndrome but in all the cases the lesion was an isolated one and the sicca syndrome was absent.
The following account is based on 11 cases of a tumour of salivary tissue for which the name 'benign lymphoepithelial' lesion seems appropriate. The name was suggested by Godwin (1952) who emphasized that the lesion responded to surgical treatment or irradiation and that none of his 11 cases ran a malignant course; the name has the advantage of indicating the characteristics of the lesion without being dogmatic about its aetiology. CLINICAL FEATURES In the present collection, six of the patients were female and five male; the youngest was a boy of 16 and the oldest a woman of 75 years. All complained of a single localized swelling and were referred to surgeons for what was thought, in most cases, to be a mixed salivary tumour. The glands affected were: the.parotid (eight cases), a palatal salivary gland (two cases), and the submandibular gland (one case). The lumps felt firm but were not stone-like, and the range of their size was from about 1 cm. in diameter, in the cases with the palatal lesions, up to 5 cm. in diameter in the parotid and submandibular glands. During the excision of one of the parotid swellings a cystic area ruptured and, in the submandibular lesion, an abscess ruptured spontaneously about two weeks before Received for publication 20 November 1964. 391 operation, leaving a small sinus in the overlying skin. In lesions without cysts or abscess cavities the macroscopic appearance was of a lobulated mass with smooth contours surrounded, at least partially, by a capsule. The cut surface was smooth and white with occasional flecks of congestion or haemorrhage (Fig. 1) . Three of the parotid swellings were described in the operation notes as superficial to, and easily separated from, the main parotid gland. In more than one case, however, the excision of the The epithelial elements consisted of remnants of glandular acini, of ducts with a single, or in three cases, a double layer of lining cells (Fig. 2) , and of solid, or almost solid, epithelial islands. The epithelial islands were the most characteristic structures so far as diagnosis was concerned and they appeared to be formed by proliferation of the epithelium or ducts (Figs. 3, 4, 5, 6 ). According to Morgan and Castleman (1953) the islands consist of a mixture of epithelial and myoepithelial cells, the myoepithelial cells being recongnized by their elongated nuclei. Other writers (Lloyd, 1946; Godwin, 1952; Bauer and Bauer, 1953) have attributed the islands to squamous metaplasia but the complete lack of keratin in the present collection favoured the suggestion that the flattened cells with elongated nuclei were myoepithelial. The islands were bounded by a basement membrane that stained well by silver methods for reticulin (Fig. 7) . The diagnosis of benign lymphoepithelial lesion was not made unless epithelial (epi-myoepithelial) islands were present.
In one case they were the only epithelial structures present; in all the other cases they were associated with ducts or remnants of acini.
The Although a capsule appeared to be present macroscopically, there was not usually any well-defined capsule microscopically; lymphocytic infiltration extended into the adjacent grandular tissue and into adjacent fatty tissue. Commonly, in eight of the 11 cases, nerves were recognized microscopically in the lesion (Fig. 18) ; nerve fibres were absent from one of the specimens from the parotid and from the two lesions of the palate. A small focus ofcalcification was present in one of the parotid lesions. The Godwin (1952) , the woman was well and free from recurrence 11 years later. Skorpil (1942) recognized the benign nature of the lesion in the parotid and described three cases in which it presented as a unilateral new growth. He described the microscopic appearances and included photomicrographs of the epithelial islands. In 1946 Lloyd reported seven cases of a solid variety of adenolymphoma (papillary cystadenoma lymphomatosum or Warthin's tumour). Six of these tumours were in the parotid region and were classified as benign; the seventh was in the left submandibular gland and was classified as a reticular (undifferentiated) reticulosarcoma. There was, however, no recurrence following surgical removal and the patient died of unrelated disease two years later. The illustrations leave little doubt that these cases, including the one regarded as malignant, were examples of the b3nign lymphoepithelial lesion.
In 1952 Godwin reported 11 cases of a lesion for which he suggested the name benign lymphoepithelial lesion. Lesions of this type had been reported in the past, he said, as lymphoepithelioma, lymphocytic tumour, chronic inflammation, Mikulicz's disease, and adenolymphoma; the names indicated the lack of agreement as to the nature of the process. The name suggested by Godwin has been used throughout the present communication; it is aetiologically non-committal and includes the important word benign. Godwin's patients had the lesion in, or adjacent to, the parotid gland, were middle-aged, and mainly women. Their lesions were unilateral or bilateral. In some the parotids were affected successively and, in three cases there was dryness of the mouth and sore eyes. The swellings could be cured by excision or irradiation and, as had been noted by Lloyd (1946) , recurrence following incomplete excision could be cured by irradiation.
The next year two papers on the subject were published: Bauer and Bauer (1953) described the histological appearances of six cases of the lesion under the title of 'lymphomatoid adenoma', and Morgan and Castleman (1953) described the same picture in a clinico-pathological study of 18 cases of 'Mikulicz's disease'. Bauer and Bauer believed the lesion to be a new growth, mainly because of its tendency to recur, but to be benign. Morgan and Castleman based their investigation on the observation that six patients diagnosed histologically as having malignant lymphoma of the salivary or lacrimal glands had survived without recurrence for nine to 16 years after surgery. They collected 12 other cases and concluded that the histological characteristic that distinguished the benign cases from cases in which malignant lymphoma of the salivary or lacrimal glands had been rapidly fatal was the formation, in the benign cases, of islands of epithelium that they believed to be mixtures of epithelium and myoepithelium (epi-myoepithelial islands). They went on to suggest that their cases of 'Mikulicz's disease' were, in fact, examples of Sjogren's syndrome (Sjogren, 1933) . Comparison of the lesions in the present collection with the illustrations in papers on the pathology of Sjogren's syndrome (Sjogren, 1933; Ellman, Parks Weber, and Goodier, 1951; Morgan and Raven, 1952; Morgan and Castleman, 1953; Cardell and Gurling, 1954) and with material obtained at necropsy from a case of Sj6gren's syndrome (case 1, of Cadman and Robertson, 1952) 
